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Effect of Sex Education Program on Knowledge of Secondary School Girls in El- Beheira Governorate  Enas Mohamed Ebrahim1      Naglaa Kamel Abduallah Hussein2* 1.Assistant Professor, Community Health Nursing Department, Faculty of Nursing, Damanhour University, Egypt 2.Lecturer, Community Health Nursing Department, Faculty of Nursing, Damanhour University, Egypt  Abstract Background: Lack of knowledge about sexual matters among adolescents’ leads to pre- marital unprotected sexual indulgence, results in sexual transmitted infections, including HIV/AIDS, illegitimate teenage pregnancy, sexual abuse, violence and exploitation. Aim of study: Is to evaluate the effect of sex education program on knowledge of secondary school girls in El- Beheira Governorate. Hypothesis secondary school girls who attend sex education program exhibits better knowledge than those who don’t attend it. Material and Methods: Experimental study design was assumed. Settings: The study was executed at five secondary schools for girls in El- Beheira Governorate that were selected by multistage random sample technique. Subjects: 120 girl students were chosen randomly, these were randomized into 60 girl students for study groups and 60 girl students for control groups. Tools: two tools were developed by the researchers for data collection.  The first tool was concerned with Socio-demographic characteristics, and the second tool was to assess the knowledge of girl students before and after the sex education program. Results: Among study groups, the program created a positive effect on general information about sexuality (p= 0.001), anatomy and physiology of male reproductive system (p= 0.001), anatomy and physiology of female reproductive system (p= 0.214), fertilization/ conception (p= 0.042), and contraception (p= 0.417). Conclusion and Recommendations: After implementation of the sex education program, a positive improvement on knowledge of study group was apparent: So, this study recommended Sex education topics should be implemented in the curriculum of school and college, and teachers should actively participate in sex education program. Keywords: sex education, reproductive health, and sexuality.  1. Introduction The public health field has in recent times equestrian a sustained effort toward more positive approaches to sexuality. Semantically, “sexual health,” once the province only of sexually transmitted infections (STIs), unintended pregnancies, and other undesirable consequences, has grown to incorporate indicators of sexual well-being.(1) More attention has been placed on sexual health by the World Health Organization (WHO) by declaring that; "There exist fundamental rights for the individual, including freedom from organic disorders, diseases and insufficiencies that inhibit sexual and reproductive function".(2) The World Health Organization (WHO, 2017) recognizes adolescence as the period of human growth and development that occurs after childhood and before adulthood, from 10 to 19 years of age. Adolescence is branded by physical, psychological, and social changes. It represents a window of opportunity to prepare for a healthy adult life. (3, 4)  Adolescents constitute a large and important segment of the population worldwide. Globally, there are one in every six people in the world is an adolescent, around 1.2 billion, about 85% live in developing countries and the rest lives in the industrialized world. Adolescents in Egypt are around 17 million, expressive nearly 19.1% of the total population, and represent even greater proportion of the country’s human potential. (5, 6) A report of WHO elaborated on how young people (10 to 24 years old) undergo rapid physical and psycho-social changes when they move from childhood to adulthood in their second decade. During their development to adulthood, young people are challenged to make decisions and choices about their sexual lives. Some decisions are acceptable, while others could impede the accomplishment of their personal and social goals. This may bring about the risk of unwanted pregnancies, sexually transmitted infections and disappointing or coerced early sexual relationships. Such risks are likely to have increased as a result of a lack of adequate information and a lack of skills necessary to make responsible, informed choices and to take appropriate actions. (7-9)   In many parts of the world, adolescents are poorly informed about their health, bodies, and sexuality. Adolescent girls in particular are often kept from learning about sexuality and issues because of cultural and religious sensitivities. This is chiefly true in Egypt, where adolescents are often unwilling to ask for sexuality information from adults in their families, communities, or in professional settings. Furthermore, social prohibitions and negative attitude of parents in discussing the related issues openly has blocked the access of adolescent girls to correct their information. (10, 11)Consequently, it is vitally significant to know the underlying issues about young people’s sexual health knowledge and their risk-taking behavior. If young people are self-conscious in the use of sexual health services, then the prominence of sexual health education within schools is 
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more pronounced. Accordingly, many health professionals, public health researchers, educationalists and policy-makers have shown considerable interest to understand young people’s initiation to risky sexual behavior. (12, 13)  Sex education is the acquisition of knowledge that deals with human sexuality.  It contains instruction on the development of an understanding of the physical, mental, emotional, social, economic and psychological phases of human relations as they are affected by sex. In other words, sex education is a process whereby information is given or conveyed to a group of young ones and which takes into account the development, growth, the anatomy and physiology of the human reproductive system and variations that occur from youth all through stages of adulthood. The purposes of sex education, according to British Medical Association Foundation for AIDS, are ambitious relating to the lifelong quality of relationships and personal behavior. It should be age suitable and available to everyone through a variety of formal and informal settings. (2, 7, 14) Although specific content varies by community and is often fragmented in presentation, formal sex education efforts generally are based on one of two models: abstinence-only programs, which promote restraint from sexual activity outside of a committed adult relationship (notably marriage); and abstinence-plus programs, which rely on a harm reduction or disease prevention approach that encourages abstinence while also promoting safer sexual practices for sexually active adolescents. The latter programs are sometimes referred to as “comprehensive,” although most guidelines for comprehensive sex education propose content substantially beyond what is generally included in abstinence-plus programs. (15, 16) Sex education programs should include different activities to address relevant social, peer and media influences. It needs to reflect the positive aspects of sexual relationships aiming at preventing pregnancy, increasing contraceptive use and controlling Sexually Transmitted Diseases (STDs),  and HIV/AIDS.(17,18) Effective sex education programs require an effective delivery method. Thus, it should be provided by trained and confident staff and should be delivered within environments which are supportive and safe for staff, visitors and students. (19, 20) The community health nurse could play a valuable role in promoting and teaching sex and relationship education, as their clinical training and pastoral activity may provide them added credibility with students while discussing sex and contraception. (21) The plain lack of knowledge among adolescents concerning sexual and reproductive health (SRH) is a solemn concern in Egypt, where half the population is younger than 25 years old. Preparing these young people for the transition to adulthood, a time when sexuality and relationships are central, is a challenge. Presently, young Egyptians obtain little accurate information about sexuality and defensive their health, leaving them vulnerable to coercion, abuse, unintended pregnancy, and sexually transmitted infections, including HIV. (22, 23)       Therefore the aim of this study: Is to evaluate the effect of sex education program on knowledge of secondary school girls in El- Beheira Governorate.       The research question of this study was: What is the effect of sex education program on knowledge of secondary school girls in El- Beheira Governorate?       Hypothesis of this interventional study was:  Secondary school girls who attend sex education program exhibits better knowledge than those who don’t attend it.  2. Material and methods 2.1. Material 2.1.1Research design: An experimental study design was carried out to demeanor this study. 2.1.2 Setting: The study was conducted in five secondary schools for girls in El- Beheira Governorate there were selected using multistage random sample technique. El- Beheira contains eighteen educational districts and from the eighteen districts five districts were chosen (Bandar Damanhour, Etay El Barud, Hosh Issa, Abu Hummus and Nubariya), then, five Educational Administration were chosen (one from each district), then from each Educational Administration one secondary school for girls were chosen (Industrial Girls, Haitham Sami Hamad Girls, Technical Hosh Issa Girls, Abu Hummus Girls and Farm Machine school respectively). 2.1.3 Subjects: The study subjects were designated through probability sampling technique. Random sample of 120 girl students was recruited; the sample was distributed among chosen secondary schools proportionate to the number of students in each (Industrial Girls (40), Haitham Sami Hamad Girls (20), Technical Hosh Issa Girls (30), Abu Hummus Girls (20) and Farm Machine School (10) respectively). Within the school, girl students were elected randomly from the list representing the three grades of secondary education. 2.1.4 Sample size A sample of 100 girl students (was increased to 120 to avoid effect of dropouts) are needed to estimate an effect size of an intervention program for sex knowledge = 0.5 assuming the prevalence of knowledgeable students = 30.0% (1), α = 0.05 and power of 80%, so sample size equal 112 students due to drop out of 8 students. 
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2.1.5 Sampling technique: The sample of 120 girl students were randomized into study group (60 students) and control group (60 students) using systematic random sample technique as 1 of each two available students was included in the study as the following:  Name of the school Study group No. 60 girl students Control group No. 60 girl students Industrial Girls 20 20 Haitham Sami Hamad 10 10 Technical Hosh Issa Girls 15 15 Abu Hummus Girls   10 10 Farm Machine School 5 5 2.1.6 Tools for data collection: Two tools were exploited in the existing study to collect the necessary data. Tool 1:  A structured questionnaire sheet was developed by the researchers after reviewing the related current national and international literature. It was concerned with socio-demographic characteristics of the studied sample such as (age, residence, father education, father occupation, mother education, mother occupation, income and crowding index). Socioeconomic level was resoluted according to the total socioeconomic score adapted after the model developed by Fahmy and El Sherbini (1983). (24) The maximum score for previous indicators was 34 points and it was classified into three levels as follows: 
 High social level            ≥ 75 %                             ≥ 25 points. 
 Middle social level         50 - < 75 %                         17 - < 25 points. 
 Low social level             < 50   %                           < 17 points. Tool (II) It was concerned with general knowledge on sex education (definition of sex education, aim, when and where to begin sex education, and the source of knowledge about sexuality), Anatomy and physiology of male and female reproductive system, fertilization and conception (def. of menarche, time of ovulation, and life span of ovum and sperm) and lastly methods of contraception (natural, hormonal, chemical, mechanical, and surgical means of contraception).The total score for the entire item is 30 for the Questionnaire with 30 items. Scoring system:  Scoring was done regarding students’ knowledge as the following: a score of “0” was given to incorrect answer, and a score of “1” was given to correct answer. The total score was (0-30) points calculated as follows:-   
 Good                  100 %- 75%  =    30- 23 points 
 Fair                   < 75%- 50%   =    22- 15    points 
 Poor                   <50%         =  14 - zero points  2.2 Methods:- 2.2.1 Administrative process 
 Approval of the educational districts directors and schools administration was obtained after the explanation of the purpose of the study. 
 Each girl student was individually informed about the purpose of the study so as to obtain an oral informed consent for sharing in the study. Reassurance was given to the girl students about the confidentiality of their responses. 2.2.2 Data collection: 1. Tools of data collection was designed based on recent relevant literature and was tested for its content validity and relevance by a jury consisted of three academic staff in Community Health Nursing from Alexandria and Damanhour University. 2. The reliability of the instrument was analyzed by using split half method, which measures the co-efficient of internal consistency. The reliability value of the tool is r = 0.70 which indicates good. 3. A pilot study was carried out in students which were not involved in the study. The pilot study included 12 students (10% from total sample) in order to ascertain its clarity and feasibility.  4.  The purpose and the nature of the study were clarified to the students, for full cooperation. Each sheet took 15-20 minutes to be answered. Data was collected over a period of four months from September 2016 till December 2016. 5. Systematic random sampling method was used to select 60 students for control group and 60 students for study group. 6. Data was collected through structured questionnaire on socio-demographic data (tool I). 7. Assessment of the students’ knowledge on sexuality was done by using tool II (pretest).  8. Sex education sessions were provided for the selected students in the study group in the five selected 
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schools, they attended 3 sessions (1 session/ week) and the whole number of sessions for the whole study group was 15 sessions over a period of three weeks. The duration of each session was ranged between 50-60 minutes, started with 5 minutes warming up, then 30 minutes lecture and followed by discussion for 15-25 minutes questions and answers.  Method used: lecture and group discussion. Audio-visual materials used: Data show (available visual aids). Content of the sex education session:- 
 General knowledge of sexuality (definition of sex education, aim, when and where to begin sex education, and the source of knowledge about sexuality),  
 Anatomy and physiology of male reproductive system. 
 Anatomy and physiology of female reproductive system. 
 Fertilization and conception (def. of menarche, time of ovulation, and life span of ovum and sperm)  
 Methods of contraception (natural, hormonal, chemical, mechanical, and surgical means of contraception). 9. The control group did not obtain any sessions of sex education.  10. Reassessment of the students’ knowledge on sexuality was done by using the tool II (posttest) for both study and control group three months after the end of the program. 11. Ethical consideration; the questionnaire sheet was clarified to the participants; verbal consent was gained from each subject. Privacy was kept during process of collecting data. Confidentiality of students' response was guaranteed during the study. 12. Statistical analysis: After collection of data, they were coded and shifted into especially designed formats to be appropriate for computer feeding. Following data entry, checking and verifying processes were carried out to avoid any errors during data entry. 
 Data was analyzed using PC with Statistical Package for Social Sciences (SPSS) version 16.0. 
 The level of significance selected for this study was p equal to or less than 0.05. The following statistical measures were castoff:- A- Descriptive statistics: Count and percentage: Used for describing and summarizing quantitative data, Arithmetic means Standard deviation (SD) and range: They were used as measures of central tendency and dispersion respectively to summarize quantitative data. B-Analytical statistics: Chi square test (X2): it was used to test the association between categories of qualitative variables.  3. Results Table (1): Distribution of the studied students according to their socio- demographic characteristics. Socio demographic data Group MCP Study  Control No % No % Age    <16 years    >16- <18    18 or more   31 13 12  55.4 23.2 21.4  30 14 12  53.6 25.0 21.4  0.079 Mean & SD. 16.13± 1.41 16.15± 1.38 Father education Illiterate/read &write Less than university University  21 11 24  37.5 19.6 42.9  24 18 14  42.9 32.1 25.0   0.143 Father occupation: Administrative work  Manual work  Others  19 34 3  34.0 60.7 05.3  22 31 3  39.3 55.4 05.3  0.115 Mother education Illiterate/read &write Less than university University  26 18 12  46.5 32.1 21.4  29 23 4  51.8 41.1 7.1  0.104 
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Mother occupation: Administrative work Manual work House wife  13 3 40  23.2 05.4 71.4  14 4 38  25.0 7.1 67.9  0.108 Residence:  Urban Rural  12 44  21.4 78.6  8 48  14.3 85.7  0.101 Socioeconomic status     High      Middle     Low   10 17 29  17.8 30.4 51.8  9 16 31  16.1 28.6 55.3  0.089 MCP: P value based on Mont Carlo exact probability          * P < 0.05 (significant) Table (І) shows distribution of the study subjects according to their socio-demographic characteristics. As regards age, it was observed that the mean age of study and control group was 16.13± 1.41 and 16.15± 1.38 years respectively. Concerning father’s education and occupation, it was clarified that (42.9%) of study group fathers had BSCs while only one quarter (25%) of the control group fathers had BSCs, and slightly more than three-fifths (60.7%) of study group fathers  and  more than one half (55.4%) control group fathers owns manual work. Regarding mother’s education and occupation, it was clear that more than two-fifths (46.5%) and more than one half (51.8%) of the study and control group’ mothers respectively were illiterate or just read and write, and about three quarters (71.4%) and, two-thirds (67.9%) of the study and control group’ mothers respectively were housewives. Concerning residence and socioeconomic status, it was revealed that the majority (78.6%), and (85.7%) of both study and control group respectively were from rural areas, and slightly more than one-half (51.8%), and (55.3%) of them had low socioeconomic status.  
24%
31%9%12%
24% Mass mediaInternetParentsFriendsHealth staff
 Figure (1): studied sample source of knowledge about sexuality Figure (1) shows the studied students source of knowledge about sexuality. The figure illustrates that about one third of the studied students (31%) had their knowledge from internet; the same percentage of about one quarter (24%) of them had their knowledge from mass media and health staff respectively. Followed by (12%), and (9%) had their knowledge from friends and parents respectively.   
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Table (2): Distribution of the study group according to their knowledge score before and after program implementation.  Knowledge items  Phase X2mc (P) Before  After No % No % General information     25.6  (0.001)*  Poor 44 78.6 1 1.8  Fair 11 19.6 13 23.2 
 Good 1 1.8 42 75.0 Anatomy and physiology of male     18.2  (0.001)*  Poor 27 48.2 0 0.0  Fair 15 26.8 2 3.6 
 Good 14 25.0 54 96.4 Anatomy and physiology of female     2.0  (0.214)  Poor 2 3.6 3 5.4  Fair 26 46.4 19 33.9 
 Good 28 50.0 34 60.7 Fertilization and conception     6.1  (0.042)*  Poor 2 3.6 1 1.8  Fair 12 21.4 4 7.1 
 Good 42 75.0 51 91.1 Contraception     1.8  (0.417)  Poor 2 3.6 1 1.8  Fair 4 7.1 2 3.6 
 Good 50 89.3 53 94.6  X2mc: Mc-Nemar test for related groups                   * P < 0.05 (significant) Table (2) portrays the impact of sex education program on the study group. It was observed that only (1.8%) of the students were scored good knowledge regarding general information about sex before program implementation which significantly increased to three quarters (75%) after program implementation, (X2 mc = 25.6, p=0.001). Regarding anatomy and physiology of male, it was noticed that only one quarter (25%) of the students were scored good knowledge before program implementation which significantly increased to (96.4%) after program implementation, (X2 mc = 18.2, p=0.001). Furthermore, one half (50) of the students were scored good knowledge regarding anatomy and physiology of female before program implementation which increased to (60.7%) after program implementation. Concerning fertilization and conception knowledge score, it was noticed that three quarters (75%) of the students were scored good knowledge before program implementation which significantly increased to (91.1%) after program implementation (X2 mc 6.1, p=0.042). Finally, (89.3%) of the students were had good knowledge score regarding methods of contraception before program implementation which increased to (94.6%) after program implementation. 
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 Figure (2): study group knowledge scores before and after program implementation. 
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    Figure (2) shows the intervention group knowledge scores before and after program implementation. It shows that only (30.4%) of the students were scored good knowledge before program implementation which significantly increased to (96.4%) after program implementation, (X2 mc = 17.9, p=0.001). Table (3): Distribution of the control group according to their knowledge score before and after program implementation. Knowledge items among control group Phase X2mc (P) Before  After No % No % General information     0.22  (0.893)  Poor 35 62.5 35 62.5  Fair 18 32.1 19 33.9 
 Good 3 5.4 2 3.6 Anatomy and physiology of male     0.45  (0.799)  Poor 9 16.1 11 19.6  Fair 26 46.4 27 48.2 
 Good 21 37.5 18 32.1 Anatomy and physiology of female     2.9  (0.234)  Poor 1 1.8 5 8.9  Fair 20 35.7 20 35.7 
 Good 35 62.5 31 55.4 Fertilization and conception     2.7  (0.256)  Poor 7 12.5 8 14.3  Fair 21 37.5 13 23.2 
 Good 28 50.0 35 62.5 Contraception     1.5  (0.473)  Poor 1 1.8 1 1.8  Fair 4 7.1 8 14.3 
 Good 51 91.1 47 83.9               X2mc: Mc-Nemar test for related groups                  * P < 0.05 (significant) Table (3) represents the distribution of the control group according to their knowledge score before and after program implementation. It is clear that there is no significant improvement of the studied students’ knowledge score after program implementation. It was observed that (62.5%) of the students were scored poor knowledge regarding general information about sex before program implementation which still the same percent (62.5%) after program implementation. Regarding anatomy and physiology of male, it was noticed that (37.5%) of the students had good score knowledge before program implementation which decreased to (32.1%) after program implementation. Furthermore, (62.5) of the students were scored good knowledge regarding anatomy and physiology of female before program implementation which decreased to (55.4%) after program implementation. Concerning fertilization and conception knowledge score, it was noticed that one half (50%) of the students were scored good knowledge before program implementation which slightly increased to (62.5%) after program implementation. Finally, (91.1%) of the students were had good knowledge score regarding methods of contraception before program implementation which decreased to (83.9%) after program implementation. 
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 Figure (3): control group knowledge scores before and after program implementation      Figure (3) shows the control group knowledge scores before and after program implementation. It is clear that (60.7%) of the students were scored good knowledge before program implementation which decreased to (44.6%) after program implementation, (X2 mc = 2.9, p=0.288).  Table (4): Distribution of the study and control group according to their knowledge score before and after program implementation in relation to their socio-economic level. Socioeconomic level Group Change P Study  Control Before After Before After Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)       0.128  High 20.0 (0.0) 24.0 (0.0) 17.2 (1.9) 18.6 (2.5) 7.0 (0.0) 
 Middle 16.7 (2.2) 21.6 (1.9) 17.1 (2.2) 17.1 (2.2) 4.7 (3.8) 
 Low  17 (2.2) 21.3 (1.8) 17.9 (1.8) 17.7 (2.3) 4.3 (3.1) Table (4) shows the distribution of the study and control group according to their knowledge score before and after program implementation in relation to their socio-economic level. It portrays that the highest mean change at knowledge score was recorded among those who are high socio-economic level  (7±0) followed with those who are middle socio-economic level (4.7±3.8) and the lowest improvement was for those who are low socio-economic level (4.3±3.1), these differences at change levels were found to be statistically insignificant (P=0.128).  4. Discussion Sexual health education, is a basic right for adolescents, supplements their knowledge and awareness, providing them with the tools to understand their responsibilities and rights. Proper sexual health education is uncommon in many countries, and mostly in developing countries. The discrepancy between international trends in sexual health education and the state of affairs in these countries is connected to a shortage of skilled health services and lack of appropriate health services, the shortage of teachers able and willing to communicate about sensitive matter, and religious and cultural taboos. (25, 26)    Egypt is a country where sexuality is not talking about within the family; sexual education is not involved in the curriculum of schools. Sexuality is regarded as shameful and guilty in this community that is becoming more and more conservative. Besides, many parents received no education regarding sexuality from their parents, so they do not have much knowledge about sexuality and generally avoid spoken about the theme with their children. Nearby ,lack of adolescent's reproductive health care services in Egypt could be another factor.(23,27)   Therefore, this study was conducted to evaluate the effect of sex education program on knowledge of secondary school girls in El- Beheira Governorate. Knowledge is the most significant factor for declining the prevalence of high-risk sexual behaviors. In fact, nowadays, education is considered as one of the basic human needs and a necessary means for acquiring knowledge; it is even known as one of the fundamental elements of human rights. (28, 29) Numerous evaluation studies have examined whether specific programs have had an impact on adolescents ‘sexual knowledge and behavior. (30, 31) In the present study, a significant improvement was found in the knowledge score between the pre- and 
Journal of Health, Medicine and Nursing                                                                                                                                          www.iiste.org ISSN 2422-8419     An International Peer-reviewed Journal Vol.53, 2018  
47 
post-intervention periods among study group, (Figure 2). This is in the same line with the results of some studies by Sakha (2013) and Patterson et al (2005) as they also showed a significant increase in the adolescents’ knowledge, compared to the pre-intervention period. (32, 33) In fact, adolescents pay less attention to their health as they think they are not vulnerable to diseases; as a result, they avoid healthy behaviors. Therefore, this feeling of invulnerability, known as optimistic bias, should be considered when adolescents are being studied. (29) In point of fact, after the implementation of health educational program, the study group showed significant improvement in their knowledge compared with the control group, Figure (2&3). This findings also lend credence to the research findings of Hogben et al (2015), and Esere (2008), as they compared the intervention group with control group, and they found that the students of the control group were less positively and their knowledge of sexual health had not improved.(34,35) Based on the above-mentioned results, education is effective in refining the knowledge. Also, more attention should be paid to providing valuable information for these groups, since the prerequisite for modifying common misbeliefs and negative attitudes is knowledge acquisition. (36,37) Sources of sexual knowledge could be a contributing factor in receiving inappropriate, inaccurate or even wrong information regarding sexuality. Todays, many adolescents turn to their friends and the modern technological sources as internet to seek information. Such sources may provide adolescents with information that are inappropriate to their ages which, in turn has a negative impact on their sexual well-being. (38) With reference to source of their knowledge, about one third (31%) of the studied students reported that internet was the main source of their sexual knowledge (figure 1).  This is congruent with Malek, (2010) also, found that internet and magazine were the main sources of adolescent' sexual knowledge in northwest of Iran. Moreover, a very little percentage, only (9%) of the studied students had their knowledge about sexuality from their parents. Similar results was reported from  other studies by  Borkar et al (2015), and Rebecca (2012), this may be contributed to that in Egypt, many parents received no education regarding sexuality from their parents, they do not have much knowledge about sexuality and generally avoid spoken about the theme with their children.(39-41,27) The evaluation of sexual education programs shows its positive impact in different areas. In relation to knowledge on STI, pregnancy, contraceptive methods, sexual anatomy, etc., investigations in different contexts show evidence of their increase after the educational interventions.(42) The results of the current study reflected a significant improvement on the knowledge of the studied students regarding anatomy and physiology of male reproductive system and female reproductive system (Table 2). These findings are congruent with Jennings et al (2014) and Scull et al (2014) as they reported the positive impact of sexual education programs in relation to knowledge on anatomy and physiology of male and female reproductive system.(43,44) Gaining information and understanding of reproductive organs and its function are very important for sexual health and sexual well-being. In the current study only (3.6%) of the studied students had poor knowledge regarding female reproductive system before program implementation (Table 2 &3). These current results are not consistent with Cravcho, (2008) who cited that the majority of the studied adolescents in Brazil had little knowledge about the function of female reproductive organs. In contrast, about half (48.2%)   of them had poor knowledge about male reproductive system. This is consistent with Selling, (2006) who reported that there was lack of adolescents' knowledge regarding male reproductive system. (45,46,47)  This is disparities in the results may be attributed to that the studied students were girls table (1). Furthermore the lack of girl students’ knowledge concerning male reproductive systems might be attributed to the method of teaching such topics at schools. In Egypt, many school especially the governmental ones, tended to omit such topics or discussing it very superficially. In addition, the students have no chance to ask or gain more information. This issue is congruent with Mkumbo, (2012) who reported that teachers expressed discomfort in teaching sexuality topics in schools of Tanzania; they view it as parents' responsibilities. (48,49) Researchers disclose that students need more information on female reproductive life, pregnancy possibilities, and contraceptives methods. (50) The findings of the current study reflected a significant improvement on the knowledge of the studied students concerning conception and fertilization after program implementation (Table 2). This agreed with Rashid and Mwale (2016) who reported significant increase in sexual knowledge among Malawian adolescents after sex education workshop. Avachat and Phalke, (2011) also, reported greater change in adolescents' sexual knowledge after providing sex education program in India. . (51, 52) A systematic review explored that examining the effect of educational interventions on contraceptive knowledge, 14 out of 15 studies originated a statistically significant improvement in knowledge of contraceptive risks, benefits, side effects, effectiveness or correct use. (53) Finally with regard to the knowledge of the studied students about the methods of contraception, the present study reflected a high good score knowledge of the studied students regarding the methods of contraception among both intervention and control group before program implementation (Table 2&3). This finding is agreed with Chimah et al (2016) which recorded very high knowledge level of contraceptives use among young people. 
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